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September 15 meeting 

The September 15 meeting was reserved for the Committee to receive any remaining information it needed to 

develop recommendations to the Legislature and to begin considering what the recommendations should address.  

The Committee heard from the public and heard presentations on: 

 The Community First Choice Option Work Group; 

 Use of technology to help people maintain independence; and 

 The Training Partnership and workforce quality. 

The recommendations of individual Committee members were placed into a table and provided to all Committee 

members after the September meeting.  The table represents all the ideas of the Committee but are not necessarily 

items that all Committee members agree upon.  The original table is available on the Committee's website and the 

table, as adopted by the Committee in December, is in section IV of this report. 

December 15 meeting 

The December 15 meeting discussed the Final Report of the Committee.  Policy options offered by individual 

Committee members and the table developed after the September 15 meeting were discussed and voted on by the 

Committee.  Members discussed each option and recommended that they be addressed in the short term (2015 

legislative session), mid-term (2016 legislative session), or in the long-term (2017 legislative session and beyond).  

The table in section IV of this report is the result of this discussion.  

 

II. POPULATION FORECAST 
Since 1980 Washington's population over age 65 has doubled and is projected to more than double again by 2040.  

According to the Office of Financial Management's November 2012 Population Forecast, there are currently 

approximately 830,000 people in Washington who are age 65 and over, or almost 14 percent of the population.  By 

2040 that number is estimated to reach 1,860,000 people, or 21 percent of the project population. 
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A 2011 report released by DSHS found that, of the 1.2 million people in Washington age 60 or older in 2011, 

approximately 91,000, or seven percent, were below the Federal Poverty Level.  Almost 47,000 of these people had 

limited English proficiency.  About 261,000 of these people were disabled.  In addition, almost 81,000 people in 

Washington who were age 70 or above had dementia.  For the full report, see Appendix A. 

The Aging and Long-Term Services Administration at DSHS provides services to low-income seniors in need of long-

term services and supports.  In fiscal year 2011, DSHS had just over 45,000 senior clients receiving services.  About 

36 percent of these clients were between age 75 and 84 years old and another 36 percent were age 85 or older.  

The total cost to Medicaid and Medicare for providing long-term services and supports to these client was $1.042 

billion with most of that covered by Medicaid. 

Compounding these demographic challenges is the fact that many of those nearing retirement age are not 

financially prepared to retire.  A 2014 Gallup survey found that the top financial concern for Americans between 50 

and 64 years old was not having enough money for retirement.  Despite that concern, a 2014 report of the Board of 

Governors of the Federal Reserve System cited results of a survey that found that barely 40 percent of people 60 

years old and over had given "a lot of thought" or "a fair amount of thought" to financial planning for retirement, 

while almost the same number of people responded that they had given such planning "a little thought" or "none at 

all."  For those between 45 and 59 years old, the figures were nearly the same.  The survey also found that almost a 

quarter of those between 45 and 59 have no retirement savings or pension. 

 

III. SERVICE INVENTORY 
One of the responsibilities of the Committee is to establish an inventory of long-term services and supports that are 

available to Washington residents.  The service inventory describes the population that receives long-term services 

and supports and highlights the array of programs and providers that are available.  The Department of Social and 

Health Services assembled the service inventory and it can be found in its entirety in Appendix B.   

 

The service inventory depicts the population in Washington that receives long-term services and supports through 

state and local programs.  Nearly two-thirds of those receiving services through the Department's Aging and Long-

Term Support Administration are over 65 years old.  The Medicaid program supports about 60 percent of the 

nursing home residents in the state and is the primary public payer of long-term supports and services provided in 

community-based settings.  The service inventory also highlights the fact that in Washington 80 percent of all long-

term services and supports are provided by unpaid family caregivers.  This amounts to over 850,000 people 

providing services valued at $10.6 billion. 

 

The service inventory details the types of existing services and programs, the intended population to benefit from 

the services and programs, a description of the programs, and the extent of the availability.  Through the Area 

Agencies on Aging there are programs to support family caregivers, people with chronic conditions, veterans with 

significant cognitive impairment, lower-income seniors, and adults receiving public assistance.  Through the state's 

Medicaid program there are various program options available to people in need of nursing facility levels of care to 

allow them to receive specifically tailored services in different types of settings.  The state offers services to protect 

vulnerable adults from abuse, neglect, and financial exploitation through Adult Protective Services, the Long-Term 

Care Ombuds, and the Office of Public Guardianship.  There are also various resources for individuals to receive 

information about how to access programs to meet their needs.  Lastly, the service inventory provides a description 

of all of the settings and types of providers that are available in Washington, including the number of available 

providers in the state. 
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IV. POLICY OPTIONS 
The Committee is responsible for identifying key strategic actions to prepare for the aging of Washington's 

population.  The issues presented by the state's demographic shift will require a sustained effort over the coming 

years.  For that reason, the Committee has framed the following policy options in terms of timing for 

implementation (short-term is the 2015 session, mid-term is the 2016 session, and long-term is 2017 and beyond).  

Ten members of the Committee attended the final Committee meeting of 2014 and determined when these policy 

options should be addressed.  How those members voted is reflected in the table below.   

 Group Suggestion Priority Level 

Short-
Term 

Mid-
Term 

Long-
Term 

1 Insurance Long Term Care Insurance Study.  Contracted actuarial 
insurance industry study of options to finance long term 
care insurance for the citizens of Washington State, 
including options for public financing and public-private 
partnerships.  ($400,000 total funds; $200,000 GF-State - 
contingent on $200,000 in private contribution) 

10   

2 CFCO Use Savings from the Community First Choice Option 
(CFCO):  Federal matching funds cover 56% of the cost of 
services under the CFCO, which is 6% higher than the 
current rate.  Implementing the CFCO is projected to save 
roughly $80 million GF-State in 2015-17.  The Legislature 
authorized DSHS to utilize roughly half the savings to 
provide services to clients with developmental disabilities:  
(1) 4,000 additional clients on the Individual & Family 
Services waiver (to primarily receive respite), and (2) 1,000 
additional clients on the Basic Plus waiver (to primarily 
receive personal care and therapies).  The Legislature also 
directed the JLEC on Aging/Disability to explore options for 
further investment in home and community based services.  
The following reinvestment options have been identified by 
the JLEC as equally important: 

10   

  a Family Caregiver Support Program (FCSP).  FCSP helps 
caregivers sustain caregiving activities, and ensure their 
own mental and physical health.  Stress, depression, 
and caregiving burden are assessed by the Tailored 
Caregiver Assessment and Referral (TCARE) 
intervention.  TCARE recommends evidence-based 
strategies, and the Committee supports such strategies, 
to help caregivers who are most burdened with 
caregiving responsibilities.  In FY13, about 8,000 
caregivers received services - such as respite, 
counseling, support groups, information, and assistance 
- through FCSP.  As an example, DSHS estimates that 
increasing the annual FCSP budget by $4.5 million GF-
State could serve 3,750 additional caregivers.  This 
option is scalable.   

   

  b Medicaid rate enhancements for providers of long-term 
services and supports.  Wages and benefits for 
Individual Providers (IP) and Adult Family Homes are 
collectively bargained.  Homecare agencies receive rate 
adjustments based on incremental changes to the IP 
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 Group Suggestion Priority Level 

Short-
Term 

Mid-
Term 

Long-
Term 

contract.  By statute, rate components for nursing 
homes are either rebased every two years (non-capital 
components), or every year (capital components).  
Medicaid rates for all other providers are adjusted 
through legislative direction.  This option is scalable.   
 
For reference, the major providers are the following:   

(1) Individual Providers  
(2) Adult Family Homes  
(3) Agency Providers  
(4) Nursing Homes  
(5) Assisted Living  
(6) Adult Residential Care  
(7) DD Community Residential  
(8) DD Employment Programs  
(9) Adult Day Health  
(10) Managed Care (PACE)  

  c Restoration of hours for home care clients.  Hours of 
personal care for clients living in their own homes were 
reduced, on average, by 4% in Fiscal Year 2010 and 10% 
in Fiscal Year 2011, for a combined savings of roughly 
$65 million GF-State per year.   Savings from the CFCO 
are insufficient to restore the full reduction, but DSHS 
has stated that a partial restoration, including a 
targeted approach, could be possible.  For reference, a 
1% increase in annual homecare hours would cost 
roughly $10 million GF-State.  This option is scalable.   

   

  d Pre-Medicaid Services.  DSHS has identified items in the 
agency request 2015-17 Biennial Budget to delay, or 
divert, individuals from entering the more expensive 
Medicaid long-term care system, including:  (1) $5 
million GF-State per year for counseling services to help 
clients/caregivers understand options, plan for 
outcomes, and access resources, (2) $500,000 GF-State 
per year to expand Memory Care & Wellness beyond 
current programs in limited geographic areas, and (3) 
$20,000 GF-State per year for an evidence-based 
program for people caring for someone with 
Alzheimer's disease, called Star-Caregiver (Star-C).  This 
option is scalable.   

   

  e Area Agencies on Aging Case Management Funding. 
AAAs are currently not funded for the 1:62 case 
manager to client ratio that is spelled out in their 
contract.  Lack of adequate funding creates risk to 
federal funding, poor client outcomes and failure to 
fully address clinical needs of clients as well as the 
ability to fully comply with new federal rules that went 
into effect March 2014.  ($28 million total funds; $14 
million GF-State) 
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 Group Suggestion Priority Level 

Short-
Term 

Mid-
Term 

Long-
Term 

through shared savings with Medicare. (13.6 FTEs, $10.1 
million total funds; $4.6 million GF-S) 

 Workforce needs associated with the aging population (e.g. 
primary care, geriatrics, nurse chronic care management, 
LTC workers supports, community health worker supports).  
Specialty training particularly around dementia, cognitive 
impairments, mental health, and executive functioning 
(decision making capacity) is needed in all areas of the 
workforce to include health care, long term care, 
community partners, and informal caregivers. Some 
solutions include:  

 1) Implementing a screening tool that will help caregivers 
and medical professionals understand client capability 
including executive functioning. This tool will help both 
professionals and family members know whether or not an 
individual understands the consequences of their decisions 
and will increase knowledge about the level of vulnerability 
for fraud, neglect, and abuse;  

 2) More in depth training to help family and professional 
caregivers understand special needs of older adults (For 
example, how do you help someone who is not taking their 
medications or how can you allow the client to have 
maximum independence and choice in their particular 
situation?); and  

 3) A social media campaign to address bias and stereotypes 
about the capabilities and decision making abilities of older 
adults.   

 4) The effects of homelessness on the availability of long-
term supports and services should be considered. 

This option is scalable.    

11 Committee The work of the Committee needs to be continued in a 
forum that includes state-level policy makers to consider 
long-term care policies.  This could be continuing the 
committee in its current format and specifying a number of 
meetings yearly with or without an end date in the statute.  
Other items to consider are whether the committee should 
submit a report to the Legislature, whether membership 
should be modified, and the amount of stakeholder 
involvement. 

10   

12 Healthy Living Comprehensive community-based solutions to issues facing 
the aging population must be considered, including 
transportation options, housing options, and the use of 
community health workers.  The state must encourage 
community efforts to plan for the needs of aging 

 10 10 
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 Group Suggestion Priority Level 

Short-
Term 

Mid-
Term 

Long-
Term 

populations by supporting local initiatives that promote 
independence or by removing barriers that inhibit local 
solutions.  The state should support opportunities to 
promote the use of community health workers to assist the 
independence of residents. 

13 Technology Policy needs to consider ways that technology can 
complement or substitute for human caregivers to reduce 
costs while maintaining or improving the quality of care.  
Technology can help target the limited supply of caregivers 
and health care providers to more effectively serve clients.  
Restrictions on telehealth reimbursement must be 
removed.  The state should increase flexibility in 
reimbursing for technologies that support independence 
and home telehealth for those with chronic health 
conditions where fiscally feasible.  A long-term strategy for 
the cost-effective use of technology to prolong 
independence and improve quality of life must be 
established to provide guidance for policymakers to use as 
new technologies become available. 

 10  

14 System Change Look for ways to partner with the Federal Government to 
redesign Medicaid programs to allow for different eligibility 
criteria with a goal of obtaining services earlier and delaying 
enrollment in the full Medicaid program.  (Potentially create 
a Family Caregiver Program that will allow federal match on 
services that prevent or delay individuals from becoming 
Medicaid clients.) 

10   

15 Workforce Respite services and other supports for unpaid caregivers.  
The needs of unpaid caregivers must be met through respite 
services and other supports, including the exploration of 
using Residential Habilitation Centers (RHCs) where 
available. Currently respite and supports are provided to 
unpaid LTC caregivers through the Family Caregiver Support 
Program (See item number 2a above).  Through this 
program, planned respite may be provided in the client's 
own home, or with a short stay in an adult family home or 
nursing home.  Funding for FCSP may be targeted towards 
respite, supplemental services (such as equipment), 
training, and/or counseling.  
Caregivers of clients with DD can receive respite services 
through the Individual and Family Support (IFS) program. 
Respite is currently offered at Yakima Valley School.  Other 
RHCs offer short term emergency admissions for crisis, but 
not planned respite. This option is scalable.   

 10  

16 Workforce In-home Respite Providers.  Remove barriers for part time 
respite providers and address the workforce needs (how to 
address the shortage of qualified workers). Most often, a 
family feels most comfortable with someone they know 
providing care in their home to their loved one while the 
primary caregiver is receiving respite.  The respite may be as 

10   
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 Group Suggestion Priority Level 

Short-
Term 

Mid-
Term 

Long-
Term 

little as a few hours a week.  However provisions of the 
mandatory training law that require 35 hours of training 
before that individual can be hired by the client to provide 
respite care. Beginning July 1, 2016, this requirement 
increases and the passing of a certification exam will also be 
required.  This is becoming a barrier for part-time respite 
providers. The law does not take into account any actual 
previous experience of an individual who the client would 
like to provide respite. This option is a policy option and may 
not require additional funding.  

17 System Change Continue the work of the Alzheimer's Plan Work Group 
which was established through SSB 6124.  DSHS is the 
agency coordinating the efforts of the Work Group which 
consists of a variety of stakeholders as well as two legislative 
members (who also serve on the JLEC).  The Work Group 
report is due to the Governor by January 1, 2016 and 
stakeholder meetings are currently under way.   

10   

18 System Change As Washington's population ages, the number of people 
who will need guardianship and information about assisted 
decision making options will grow significantly.  The state 
needs to understand how the formal guardianship system, 
both public and private, can respond to this need in a way 
that maintains high standards and public confidence.  The 
state also needs to review how families, seniors, and people 
with disabilities can access effective decision making options 
short of full guardianship. 

 10  
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with disabilities, older individuals, and low-income 
individuals.      

Housing Individuals in need of low-
income of specialized 
housing 

HousingSearchNW.org 
HousingSearchNW.org is an online property-search 
service that links people with available housing.  
Individuals can search by rent, size, and property 
location. Property listings include low-income and 
subsidized housing options. Other services provided 
include calculators to plan for the moving costs and 
a resource list that includes specialized housing 
such as Adult Family Homes.  

Limitations: this service is still under development. 

Nursing Home Locator, Adult Family Home 
Locator, Assisted Living Facility Locator  
The Nursing Home, Adult Family Home, and 
Assisted Living Facility locators are web-based 
services available to help individuals find 
specialized long-term care housing in their local 
community. Individuals can search by county, city, 
zip code, license number or long-term care 
specialization. Search results provide contact 
information as well as information about the 
number of placements a facility can take, if the 
facility is Medicaid contracted, as well as any 
history of enforcement action taken against the 
facility.  

Washington Health 
Benefits Exchange 

Individuals seeking 
information about health 
insurance options 

The Washington Health Benefits Exchange is 
responsible for creating the Washington health 
plan finder website. Using this website, individuals 
can shop for and choose the insurance plan that 
best meets their healthcare needs.  
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Appendix

Adult Family Home (AFH) – is a residential home in which a person or persons provide personal care, 
special care and room and board to more than one but not more than six adults who are not related 
by blood or marriage to the person or persons providing the services. Adult family homes may also be 
designated as a specialty home (on their AFH license) in one or more of the following three 
categories:  Developmental Disability, Mental Illness, and Dementia if they meet all certification and 
training requirements. See Chapter 388-76 WAC for more on adult family home licensing 
requirements. 

Adult Protective Services (APS) target population - A vulnerable adult is: any adult 60+ who cannot 
care for him or herself; or adults 18+ that have a legal guardian; have a developmental disability; live 
in a facility licensed by DSHS/ALTSA; receive services from a DSHS-contracted individual provider; 
receive in-home services through a licensed health, hospice or home care agency; or have a personal 
care aide who performs care under his/her direction for compensation, per 74.39.050 RCW. More on 
APS can be found at: http://www.adsa.dshs.wa.gov/APS/  

Aging & Disability Network Services - The National Aging Network (the Aging Network) was 
established in 1965 with the passage of the Older Americans Act (OAA) and is one of the Nation’s 
largest provider networks of home and community based care for older persons,  adults with 
disabilities and their caregivers. The Administration on Aging (AoA), an agency in the U.S. Department 
of Health and Human Services (HHS), is a lead partner of the Aging Network which consists of 56 State 
Units on Aging, 629 Area Agencies on Aging (AAAs), 246 Tribal organizations, 20,000 service 
providers, and thousands of volunteers. 

Aging and Disability Resource Centers (ADRCs) - The National Aging and Disability Resource Center 
Program (ADRC), is a collaborative effort of the Administration for Community Living (ACL), the 
Centers for Medicare & Medicaid Services (CMS), and the Veterans Health Administration (VHA), and 
is designed to streamline access to home and community supports and services for consumers of all 
ages, incomes and disabilities, and their families. Washington State has received federal grants to 
assist in the development, implementation, and statewide expansion of a sustainable system of fully 
functional ADRCs.   

ADRCs serve as integrated points of entry into the long-term and home or community-based service 
and support system and are designed to address the frustrations many consumers and their families 
experience when they need to obtain information and access to those services and supports. Through 
integration or coordination of existing aging and disability service systems, ADRC programs raise 
visibility about the full range of options that are available, provide objective information, advice, 
counseling and assistance, empower people to make informed decisions about their long-term and 
other supports, and help people more easily access public and private long-term supports and 
services programs. These timely supports can also prevent or delay the need to access government 
paid services. By linking consumers with services and supports that match their individualized 
priorities and preferences, ADRCs have the ability to assist individuals to remain at home or in their 
communities and thereby support individual self-empowerment and quality of life.  ADRCs rely on 
strong partnerships with other social services organizations; healthcare providers; and aging and 
disability advocates to create integrated networks. Thus far, Washington State has received federal 
grants to assist in the development, implementation, and statewide expansion of a sustainable 
system of fully functional ADRCs.   

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-76
http://www.adsa.dshs.wa.gov/APS/
http://www.hhs.gov/acl
http://www.cms.hhs.gov/
http://www.va.gov/health/default.asp
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Area Agency on Aging (AAA) - Area Agencies on Aging (AAAs) are local organizations that develop 
and promote services and options to maximize independence for elders, adults with disabilities, and 
family caregivers. Washington has thirteen AAAs comprising county governments, regional councils, 
and tribes. A citizen advisory council guides the work of each AAA. The Washington Association of 
Area Agencies on Aging (W4A) is a membership organization made up of 13 Area Agencies on Aging 
(AAA) in Washington State. The organization seeks to enhance the effectiveness of each AAA through 
a strong agenda of information, debate, advocacy and education. 

Assisted Living Facility - is a facility, for seven or more residents, with the express purpose of 
providing housing, basic services (assistance with personal care, activities of daily living and room a nd 
board) and assumes the general responsibility for safety and well-being of the resident. See Chapter 
388-78A WAC for more on assisted living licensing requirements.  

Care Transitions - The term Care Transitions refers to the movement patients make between health 
care practitioners and settings as their condition and care needs change during the course of a 
chronic or acute illness.  Care Transition services are a set of actions designed to ensure the 
coordination and continuity of health care as patients transfer between different locations or 
different levels of care within the same location. Washington State’s Aging & Disability Resource 
Center project, now called Community Living Connections, has primarily concentrated its efforts on 
patient-centered hospital-to-home care transitions using an evidence-based coaching model, Care 
Transition Intervention® (CTI), developed by Dr. Eric Coleman and his team at the University of 
Colorado at Denver.  This model translates well with both patients and their informal support systems 
as well as to other care transition modalities. During a 4-week intervention, patients with complex 
care needs receive specific tools, are supported by a Transitions Coach®, and learn self-management 
skills to ensure their needs are met during the transition from hospital to home. Patients who receive 
this program are: significantly less likely to be readmitted and more likely to achieve self-identified 
personal goals around symptom management and functional recovery. Findings are sustained for as 
long as six months after the 30-day intervention. 

ALTSA subcontracts with Qualis Health (QH), the Medicare Quality Improvement Organization (QIO) 
to provide ongoing technical assistance, mentoring, and shadowing to each of the AAA entities 
providing care transitions in the state. QH also working with the Washington State Hospital 
Association (WSHA), a CMS-designated Hospital Engagement Network (HEN) to provide additional 
support to Hospital/AAA partnership development around care transitions. 

Different geographical areas have garnered different funding sources that target specific populations 
and may not support serving others.  Some of these funding sources are not directly under the 
purview of ALTSA, but may come directly from CMS, through the HealthPath WA Health Home and 
fully capitated strategies, or local funders. Additional funding used by AAAs has come from Medicaid 
HCBS Waivers, Older American Act Title IIIB and IIID, and also a 3-year federal ADRC Enhanced 
Options Counseling grant. 

Only the four pilot ADRCs (PSAs 2, 5, 9, and 11) receive funding under the ACA Section 3026, 
Community Care Transitions Partnership (CCTP) demonstration: this funding serves Medicare 
beneficiaries.  Several of the AAAs receive Affordable Care Act (ACA) Health Home funding to serve 
the target high cost/high care dually eligible beneficiaries. All those that are using TIIIB or TIIID can 
serve persons 60+, regardless of the health insurance payer, but their capacity may be limited. All 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-78A
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-78A
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those using ADRC EOC grant funds or local funds can serve persons of all ages, but their capacity may 
be limited in some areas written agreements with hospitals to share protected health information 
and to clarify referral processes may still be pending. 

Community Options Program Entry System (COPES) Waiver - The COPES waiver was implemented in 
1982 and is one of the oldest waivers in the nation. COPES services are funded with a combination of 
state dollars and with Title XIX (Medicaid) federal dollars. Aging and Long-Term Support 
Administration (ALTSA) partners with Centers for Medicare and Medicaid Services (CMS) and the Area 
Agencies on Aging (AAAs) to implement the COPES waiver.   

COPES provides personal care services in the consumer’s own home, a licensed adult family home or 
a licensed assisted living facility.  Additional services include: personal emergency response systems, 
home delivered meals, specialized medical equipment, home modifications, nurse delegation, adult 
day care, caregiver/recipient training, adult day health, skilled nursing, transportation, adult dental 
services, community transition services, and home health aides. 

COPES services are an effective alternative to nursing home placement and are an integral 
component of Washington State’s successful rebalancing of services from institutional to community 
based settings. 

Family Caregiver Support Program – The Family Caregiver Support Program (FCSP) services unpaid 
family caregivers. It integrates an evidence-based caregiver assessment/ consultation and care 
planning process known as TCARE® - Tailored Caregiver Assessment & Referral® (see below).  
Coordinated through Washington State’s 13 Area Agencies on Aging, the FCSP provides also provides 
the following services and assistance for unpaid family caregivers: 

 Help in finding and accessing local resources & services

 Caregiver support groups and counseling

 Training on specific caregiving topics (including Alzheimer’s/dementia)

 Education (e.g., Powerful Tools for Caregivers)

 Respite care

 Access to supplies/equipment

 Support/practical information and caregiving suggestions

The Tailored Caregiver Assessment and Referral (TCARE®) system was created by Rhonda 
Montgomery, PhD and colleagues at the University of Wisconsin-Milwaukee. The TCARE® protocol is 
designed to tailor services to the unique needs of each caregiver thereby reducing stress, depression 
and burdens associated with caregiving. TCARE® provides a consistent, objective and reliable 
screening and assessment process that identifies at-risk caregivers and targets resources to those 
most in need and determines whether support and services make a measurable difference to 
caregivers. TCARE® also helps inform policy through the collection of state-wide data. The 
effectiveness of TCARE® is documented in published research articles based upon a national 
randomized control study, in which Washington State participated. For more information, visit the 
national TCARE® website at www.TCARE.uwm.edu. 

The FCSP is funded through federal ($2,807,974) and state ($11,424,000) funds (2013). 

http://www.tcare.uwm.edu/
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Health Home Services - Health Homes provide integration - or close coordination of primary, long-
term services and supports, and behavioral health/substance use services. They are most commonly, 
but not always, focused on serving individuals with one or more chronic health conditions. As defined 
by the Centers for Medicare and Medicaid Services, a health home provides six specific services 
beyond the clinical services offered by a typical primary care provider:  

 Comprehensive care management
 Care coordination and health promotion
 Comprehensive transitional care and follow-up
 Patient and family support
 Referral to community and social support services
 Use of information technology to link services, if applicable

Health Home services will be available to individuals with chronic illnesses and who are eligible for 
Medicaid or both Medicare and Medicaid. Individuals must also be at significant risk for health 
problems that can lead to unnecessary use of hospitals, emergency rooms, and other expensive 
institutional settings such as psychiatric hospitals and nursing homes. Washington uses a predictive 

risk modeling system called PRISM to identify individuals who are at significant risk.  

Individuals receiving Health Home services will be assigned a Health Home coordinator who will 
partner with beneficiaries, their families, doctors, and other agencies providing services to ensure 
coordination across these systems of care. In addition, the health home coordinator will make in-
person visits and be available by telephone to help the individual, their families, and service 
providers.  For more information, go to: http://www.hca.wa.gov/Pages/health_homes.aspx 

Information and Assistance - Connects people to available resources in their community by providing 
general information, support, and advocacy.  

Memory Care & Wellness Services - A supervised daytime program for individuals with dementia and 
their family caregivers. Memory Care & Wellness Services (MCWS) offers a program that is a blend of 
health, social and family caregiver supports – it is defined and requirements specified the “Memory 
Care & Wellness Services Standards of Care, December 2010” (currently under refinement).  

Memory Care & Wellness Services build upon the core services listed under Adult Day Care and add 
the following: A program day of five hours, offered two days per week; Staffing that accommodates 
increasing functional and behavioral support needs of participants as they progress in their dementia, 
including: 1:4 (vs.1:6) staff to client ratio; Skilled nursing and/or therapy and social services available 
during program hours for the participant, with targeted education and support of the family caregiver 
as needed. A structured, specialized exercise program, EnhanceMobility is integrated into the 
program. 

Started through federal Alzheimer’s demonstration grants, this program has demonstrated that for 
individuals with dementia, quality of life improved and the frequency of behavior problems 
decreased. For family caregivers, distress over behavior problems decreased in treatment caregivers 
while increasing in comparison group caregivers. Depressive symptoms, stress and burden also 
decreased.8

http://www.hca.wa.gov/Pages/health_homes.aspx


Summary of Long-Term Supports & Services in Washington State 
Page 22 of 25 – November 2014 

MCWS is currently available in 3 of 13 Area Agency on Aging (AAA) service areas. Original service 
areas (King County and Northwest WA AAAs) are now supporting MCWS through limited MCWS-
funding within Family Caregiver Support Program budget; a federal Pierce County demonstration 
grant will end Aug. 31, 2014 and may need additional funding to be sustained. 

New Freedom - New Freedom is a voluntary budget-based program that provides participants who 
are eligible for HCBS services through the Medicaid Waiver the opportunity for increased choice and 
control over their services and supports. Funded through 1915(c) waiver from Centers for Medicare 
and Medicaid Services and state general funds.  

Individuals who reside in King or Pierce Counties; are 18+ and blind, aged, or disabled per Social 
Security criteria; have functional disabilities based on medical issues or chronic illness; live in their 
own homes; meet nursing facility level of care and income up to the special income level (SIL) or 
more than the SIL but less than the NF average state rate plus medically needy income level (MMIL).  

Nursing Facility Level of Care (NFLOC) criteria – The individual must: require care provided by or 
under the supervision of a registered nurse or a licensed practical nurse on a daily basis; Have an 
unmet or partially met need with at least ADLs as defined in WAC 388-106-0355; Or have cognitive 
impairment and require supervision due to one or more of the following: disorientation, memory 
impairment, impaired decision making, or wandering and have an unmet or partially met need with 
an ADL as defined in WAC 388-106-0355. 

Reducing Disability in Alzheimer’s Disease (RDAD) - RDAD is an evidence-based in-home exercise 
program. The program consists of nine home visits by a specially trained/certified RDAD "coach" over 
a six-week period.  

RDAD research, at the University of Washington, demonstrated significant short- and long-term 
benefits for people in the treatment group. Physical functioning improved and fewer participants 
ended up in nursing homes due to behavioral disturbances.

During the one-hour in-home sessions, the coach teaches easy-to-follow exercises to both the 
caregiver and care receiver (i.e., the person with dementia). The coach teaches the caregiver how to 
encourage and safely supervise the care receiver while doing the exercises. The coach also teaches 
caregivers how to handle some of the problems that occur with older adults who have memory 
problems or dementia.  

RDAD is currently being translated through a National Institute on Aging grant (2012-17), with 
Washington (and Oregon) AAAs in the following Washington areas – Olympic, King County, Pierce, 
Snohomish, Southwest WA and Southeast WA. The federal grant is in operation from 2012-2017.  

Specialized Dementia Care Program (SDCP) – Initiated as a partnership with providers, stakeholders 
and UW (1999), the SDCP demonstrated the ability to accept and retain individuals with greater 
cognitive impairment and behavioral disturbances than traditional assisted living programs. For more 
information, see the University of Washington’s final outcome report on the Dementia Care Pilot 
Project, 2003.  

http://www.altsa.dshs.wa.gov/pubinfo/SDCP/documents/Dementia%20Care%20Pilot%20Project%20in%20Boarding%20Homes%20%20Client%20Outcomes%20Final%20Report.pdf
http://www.altsa.dshs.wa.gov/pubinfo/SDCP/documents/Dementia%20Care%20Pilot%20Project%20in%20Boarding%20Homes%20%20Client%20Outcomes%20Final%20Report.pdf
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Participation in SCDP has shown to significantly delay nursing home placement. Based on the positive 
pilot project findings, Standards of Care were adopted and placed into WAC 388-110-220(3) in 2003. 
SDCP eligibility is in WAC 388-106-0033.   

STAR-C - An evidence-based dementia consultation program designed to help caregivers reduce or 
eliminate behaviors that are difficult to manage, such as anxiousness, resistance to care, wandering, 
or verbal or physical aggression.  

This in-home education/consultation program, developed at the University of Washington, has 
proven to improve care receiver quality life, reduce the frequency of problem behaviors, and lower 
caregiving depression, burden, and distress over care receiver behavior changes. STAR-C is 
implemented in the caregivers’ homes by skilled consultants who are certified by the University of 
Washington (UW) to deliver STAR-C. It is now delivered over a six-week period, with four home visits 
and additional phone support.  

STAR-C was first translated in Oregon through a federal demonstration grant and then modified into a 
condensed version in Oregon and Washington (2012-2014). It is now being continued in two service 
areas in Oregon and implemented the following Washington areas – Central WA, King County, 
Lewis/Mason/Thurston AAA, Northwest WA, Southwest WA and Southeast WA.  

Funding to pilot a translation of STAR-C into Washington’s Family Caregiver Support Program 
occurred through Older Americans Act (OAA) Title III administrative funding in partnership with the 
UW, ALTSA and participating AAAs (using local FCSP funds to support service delivery). While the pilot 
has resulted in positive feedback from participating caregivers and AAAs along with the development 
of basic processes for certification of community consultants and integration into the FCSP, further 
expansion would require additional infrastructure for ongoing sustainability and fidelity to this 
evidence-based practice.   

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106-0033
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For more information, contact: 

Bea Rector (RectoBM@dshs.wa.gov) 

Director of Home and Community Services 

Aging and Long-Term Support Administration 

Department of Social and Health Services 

mailto:RectoBM@dshs.wa.gov


APPENDIX C. Community First Choice Option 

The Community First Choice Option (CFCO) is an optional entitlement program offered under the Affordable Care 

Act (ACA).  To be eligible, clients must be assessed as needing nursing facility level of care, and must have income 

that falls below 150 percent of the federal poverty level.  States may also choose to include individuals who have 

higher incomes if those individuals receive medical assistance under certain waiver eligibility groups.   

Services offered under the CFCO must include (1) assistance with Activities of Daily Living (ADLs), Instrumental 

Activities of Daily Living (IADLs), and health related tasks, (2) acquisition, maintenance, and enhancement of skills to 

complete ADLs, IADLs, and health related tasks, (3) back-up systems that ensure the continuity of care and support, 

and (4) voluntary training on how to select, manage, and dismiss attendant care providers.  Other services, such as 

transition assistance and employer training, may be included under the CFCO at the discretion of each state.  

Federal Medicaid matching funds would cover 56 percent of the cost for services provided under the CFCO, instead 

of the current 50 percent matching rate.   

The 2014 Legislature passed SHB 2746 and SSB 6387.  SHB 2746 directed the Department of Social & Health Services 

(DSHS) to refinance personal care services through the CFCO.  SSB 6387 reinvested some of the savings from CFCO 

into paid services for individuals with a developmental disability.  SHB 2746 further directed the Joint Legislative 

Executive Committee on Aging and Disability to explore the costs and benefits for additional investment in home 

and community based services. 

Item Description 2015-17  
GF-State 

2017-19  
GF-State 

SHB 2746 savings -$79 million -$80 million 
SSB 6387 investments  $22 million  $36 million 
Available for further investment -$57 million -$44 million 

Potential Investment Options: 
1. LTC Insurance Study $0.2 million - 
2. Family Caregiver Support Program $9.0 million $9.0 million 
3. 1% wage increase (Individual Providers) $5.0 million $5.0 million 
4. 1% rate increase (Agency Provider) $2.0 million $2.0 million 
5. 1% rate increase (Adult Family Homes) $2.0 million $2.0 million 
6. 1% rate increase (Nursing Homes) $6.6 million $6.6 million 
7. 1% rate increase (Assisted Living) $1.0 million $1.0 million 
8. 1% rate increase (Adult Residential Care) $0.4 million $0.4 million 
9. 1% rate increase (DD Community Residential) $3.8 million $3.8 million 
10. 1% rate increase (DD Employment Programs) $0.6 million $0.6 million 
11. 1% rate increase (Adult Day Health) $0.1 million $0.1 million 
12. 1% rate increase (PACE) $0.1 million $0.1 million 
13. Hours restoration for home care clients (1%) $10 million $10 million 
14. Pre-Medicaid Services (i.e. counseling, memory care) $11 million $11 million 
15. APS – financial exploitation and self-neglect (9 FTE) $1.5 million $1.5 million 
16. RCS – complaint investigations and intake (23 FTE) $3.9 million $3.9 million 
17. Lower staffing ratio for Area Agencies on Aging $14 million $14 million 
18. Strategy 2 of the dual eligible project $4.6 million $4.6 million 

TOTAL $75.8 million $75.6 million 

Personal care refers to support with routine activities that people tend to complete without needing assistance, 

called activities of daily living (ADL).  Common ADL needs include dressing, bathing, eating, toileting, transferring, 

and continence.  Personal care may also refer to support with activities performed by a person living independently 






